Introduction
Intraductal papillomas are usually detected incidentally on mammography. They are divided into two subtypes as central and peripheral. In the central subtype, they are usually 2-3 mm in size including below 1 cm. In the peripheral subtype, they are usually multiple and can reach a large size [1, 2] . Giant intraductal papillomas are very rarely seen. Only 8 case reports were documented in the literature [3] . We think that our case is the 9th case in the literature. As in our case, giant intraductal papillomas are not usually considered as preliminary diagnosis in the first step because they are rarely seen in giant size and do not have typical imaging findings on Mammography (MG), Ultrasound (US), and breast Magnetic Resonance İmaging (MRI) [3] . Since the distinction between benign and malignant tumors cannot be made clearly by imaging findings in general, the precise diagnosis in these cases is made after the surgery.
Case Report
A 45-year-old female patient was admitted to our clinic with complaints of a bruise on the skin and an increased mass in the left breast. For this reason, the patient underwent MG and ultrasound. On MG, a nodular high-density lesion with smooth contour (approximately 6.5x6 cm in size) was detected in both the upper middle quadrant and the retroareolar region of the left breast (Figure 1a) . On ultrasound, a semisolid-cystic mass (approximately 6.5x6 cm in size), which contained a solid mural, hypervascular component (24x28 mm in size) and rendered papillary protrusions into the cyst, was observed in the posterior retroareolar region of the left breast ( Figure  1b) . The patient underwent dynamic breast MRI because it contained a solid vascular area. On T2-weighted images, a hemorrhagic cystic lesion (6 cm in size), which led to fluid-fluid level and could not be suppressed in fat-suppressed sequences, was detected. A solid mural component with irregular border (4x2 cm in size), which appeared hypointense on T1-weighted images and mild hyperintense on T2A-weighted images and which showed a contrast in early phase and type 3 contrast patern in late phase following İntravenous Contrast Agent (IVCA) administration, was found in the posterior basal segment of the cystic lesion (Figures 1c and 1d) . The patient was classified as BI-RADS 4a based on the current imaging findings. Then, tru-cut biopsy was performed under ultrasound guidance. The lesion that was histopathologically defined as an intraductal papillary lesion was removed by excisional biopsy. Similarly, pathology result revealed an intraductal papillary tumor ( Figure 2 ).
Discussion
Intraductal papillomas are frequently seen during the perimenopausal period. With the increased use of breast ultrasound, it is also increasingly seen in young asymptomatic patients. If solitary intraductal papillomas are symptomatic, they can lead to some Keywords: Intraductal papilloma; Mammography; Breast ultrasound; Breast magnetic resonance imaging
Abstract
Intraductal papilloma is a benign fibroepithelial tumor of the breast. It constitutes approximately 5% of all breast cancers. Although it can be seen at any age, it is mostly seen in late reproductive age and during perimenopause (40-50 years). However, giant intraductal papillomas are very rarely seen. In this paper, we aimed to present a 45-year-old female patient who underwent multimodality imaging and had pathological results but in whom the distinction between benign and malignant tumors could not be made clearly by imaging findings. complaints such as bloody nipple discharge or nipple displacement [4] . Our patient was 45 years old, and was in the perimenopausal period. The patient's complaints were a palpable mass and a bruise on the skin. Our patient had no bloody nipple discharge or nipple displacement.
Imaging findings for intraductal papillomas are nonspecific, and show a broad spectrum. Due to the nonspecific imaging findings, the distinction between benign and malignant tumors cannot be made clearly, and tissue sampling is required [2] . While intraductal papillomas present as a nonspecific density on mammography, they are seen as an intracystic solid mass filling the duct on ultrasound [2, 5] . In our case, mammography revealed a high-density well defined mass, and ultrasound revealed a complex cystic lesion with marked vascularity.
There are not many sources describing MRI characteristics of intraductal papillomas. While large intraductal papillomas can be seen as contrasting nodules with or without intraductal component, small intraductal papillomas can remain hidden. They show wash out or plateau kinetics, and are difficult to differentiate from malignant lesions [6] . They may show restricted diffusion on Diffusion-Weighted İmages (DWI) depending on the amount of cells as in malignant tumors [7, 8] . In our case, MRI revealed a large semisolid mass which had type 3 contrast pattern and showed restricted diffusion. The lesion was classified as BI-RADS 4a based on the multimodality imaging findings.
Because giant intraductal papillomas do not have specific imaging findings, tru-cut biopsy should be performed under ultrasound guidance in order to exclude malignancy [3] . In our patient, ultrasound-guided tru-cut biopsy was reported as an intraductal papillary lesion. Some studies have reported that precancerous or neoplastic lesions were present in up to 80% of patients with multiple intraductal papillomas and that the risk of breast cancer was higher in these patients compared to the general population [4, 9] . Although total mastectomy has been reported in giant intraductal papillomas, the standard treatment is excision [3, 10] . Our patient underwent excisional biopsy because tru-cut biopsy did not represent the whole tissue, the radio-pathological discordance was present, and potentially precancerous lesions may accompany. Finally, pathology result revealed an intraductal papillary tumor.
Results
The imaging features in giant intraductal papillomas are nonspecific as they are in small intraductal papillomas. They can mimic malignant neoplasms with their diffusion and contrast patterns especially on MRI. Preoperative biopsy is recommended for a definite diagnosis. However, even if the result is benign, excision is recommended due to accompanying premalignant lesions.
